said that he thought the attitude to the treatment of stress incontinence was too symptomatic.
Mr. D. M. Stern said that he thought the attitude to the treatment of stress incontinence was too symptomatic.
There was more than one cause for this cQndition, and only a careful study of each patient, and a knowledge of a normal physiology and anatomy of micturition would enable one to make an accurate diagnosis before attempting a cure. This was confirmed by the varied success met with in the different operative procedures.
The causes can be grouped under five headings: (1) Cystocele.
(2) Prolapse of the urethra. (3) Damage to the internal sphincter. (4) Rupture of Bell's muscle. (5) Extrapelvic causes, such as spina bifida and neurological lesions.
In a series of 77 cases, 60 were due to cystocele with, or without, urethral prolapse, 11 to urethral prolapse only, 2 to rupture of Bell's muscle, 2 to damage to the internal sphincter, and 2 to extrapelvic causes.
Fixation of the urethra by the vaginal approach cured those cases due to urethral prolapse. There are only two failures in the whole series, and both of these were complicated by fistula with extensive loss of tissue, due to trauma and infection. [January 17, 1947] DISCUSSION ON THE MANAGEMENT OF THE NORMAL THIRD STAGE OF LABOUR AND OF H/EMORRHAGE THEREIN Mr. J. D. S. Flew: In the majority of textbooks the -advice given concerning the third stage is stereotyped. The patient is turned on to her back, a hand is placed on the abdomen, signs of placental separation must then be awaited, after which the placenta is expressed and then, if necessary, oxytocic drugs may be given. Should excessive bleeding occur, the placenta must be removed either by Crede's method or by manual removal, after which the bleeding is controlled by oxytocic drugs, possibly a hot intra-uterine douche, and-if these methods fail-bi-manual compression. Little or no research has recently been published on the mechanics of the third stage of labour. It is believed that placental separation is initiated by uterine retraction, but this alone is insufficient.
Barbour in 1899 showed that the placental site could be diminished from approximately 38 sq. in. down to 14 sq. in., as a result of which no placental separation occurred. This was demonstrated in the case of a uterus removed by Porro's operation, and no retroplacental hamatoma was present. This is the second factor which normally causes placental separation, the third being the pressure of the uterine walls bearing down on the placenta.
It is customary to teach that the signs of placental separation are the rising of the fundus, the gush of blood per vaginam, and the permanent lengthening of the cord. These of course are signs of placental descent rather than actual separation, the separation having occurred beforehand.
If uterine retraction initiates placental separation, then surely this will commence at the time of maximum retraction, namely at the moment of the birth of the child's body, and we then wait for the secondary factors to complete the process. I am not so much concerned as to how you and I conduct the third stage of labour, or deal with cases of excessive hkmorrhage; doubtless we express the placenta at once, and possibly at times aid this process by traction on the cord. Rather I am concerned here with what we teach our students and, in particular, our pupil midwives, on how to conduct the third stage of labour and the management of excessive haemorrhage. Once qualified, the midwives conduct 60% of the midwifery of this country without a medical practitioner being present, and I doubt if the routine advice given to them is the best for the patient.
We know that a badly conducted third stage of labour can cause post-partum hlmorrhage, the bad conduct consisting usually of feeble attempts to express the placenta by massaging it and pushing the uterus downwards. This downward pressure of the uterus I consider a dangerous thing; possibly it causes uterine engorgement by hindering the flow of blood in the uterine veins, and if the uterus is to be touched at all, I consider it should be held with a wide grip suprapubically, and, if anything, pushed upwards rather than downwards.
Supposing that haemorrhage now occurs, attempts at Crede's expression are made, but fail. There is no advice we can give the midwife except the manual removal of the placenta, which, in a primigravida, I doubt if a midwife could do on her own, the patient being given no anxsthetic. Even if the midwife could perform this operation, it would be extremely dangerous by causing shock in the already exsanguinated patient. Under these circumstances the midwife is discouraged from using any oxytocic drug, chiefly on account of the danger of the formation of a constricting ring. If this danger were not present, the drug might well make the attempted manual removal unnecessary.
About 1935, in the Obstetric Unit of University College Hospital, thanks to Professor F. J. Browne, 0 5 mg. ergometrine was given intramuscularly to 500 consecutive normal cases, as soon as the head was delivered. In no case was there any evidence of a constricting ring, and in no case was manual removal necessary, nor was there any other catastrophe such as acute inversion of the uterus. Mr. Peel tells me that a similar experiment has been carried out at King's College Hospital, using 5 units of pituitary extract. In this much smaller series of cases, I believe about 100, a constricting ring occurred twice. It would seem therefore that this danger is very real with the use of pituitary, but I have yet to see 'cases or hear of this occurrence attributable to ergometrine.
I am not suggesting that we should teach the routine use of ergometrine during the third stage. Personally, in cases of third stage hkmorrhage I have no hesitation in giving 0-25 mg. intravenously, but I do suggest that we should advise the intramuscular injection of ergometrine before manual removal is attempted. Having removed the placenta, it is universally agreed that oxytocic drugs may be used, and at this point I would like publicly to deprecate the impertinence of some local supervising authorities who forbid their midwives to carry any oxytocic drugs.
By this action they remove a powerful weapon from the midwife's armament, placing the life of every patient in their area in unnecessary and unjustifiable danger. Which of us would like to attend a confinement without having some oxytocic drug available?
The placenta removed, severe bleeding is now best controlled by bi-manual compression. Again, a difficult and somewhat dangerous procedure in the unanaesthetized patient. How many of you have tried this manoeuvre with both hands on the abdomen? A broad suprapubic grip on the uterus is maintained and the other hand placed on the posterior wall of the uterus per abdomen. Unless the patient be grossly fat, it is surprising to find how efficiently the placental sinuses can be compressed by this method.
Professor Hilda N. Lloyd: General remarks.-Management of the third stage of labour in normal cases is the management of the whole labour-the first and second stages having managed themselves. It is the one stage where interference and meddlesome midwifery can do more harm than at any other time. It is important to know and to teach students and nurses what is happening during the third stage of labour. Three processes occur: (1) Separation of the placenta from the uterine wall.
(2) Expulsion of the placenta from the upper active part of the uterus into the lower segment and vagina. (3) Expulsion from vagina to the exterior. Anything that interferes with any of these three stages will delay the completion of the third stage of labour.
There is a period of quiescence after completion of the second stage and before onset of the third stage. A period of uterine contractions and retraction follows with formation of the retro-placental hematoma and this completes the first process of the third stage. It is generally accepted that during this stage the uterus should be left severely alone-neither massaged nor kneaded-nor should premature attempts be made to express the placenta as both will produce retention of the placenta and/or membranes.
Distended bladder is one of the commonest causes of delay in the third stage.
Post-partum hlemorrhage may be a primary or secondary cause; it may act as a primary cause before or after expulsion of the placenta.
As a number of these cases occur in patients' homes and it is very inadvisable to have such patients moved to hospital, in most towns of any size the institution of the Flying Squad service has been established and is doing good work. John Harvie in 1767 succeeded Smellie as a teacher of midwifery at Wardour Street, published a small book "Practical Directions," showing a method of preserving the perineum in birth and delivering the placenta without violence. He emphasized for the first time in the history of obstetrics, external manual expression of the placenta and although now known as the Crede method it is to John Harvie that the credit should be given.
A short resume of recent cases treated by the Squad may be of interest. Blood drip set up immediately, usually by cutting down. Morphia 1 grain i.v. if restless. If not, morphiai grain subcutaneously. Once the drip is running the patient is examined re height of fundas, state of bladder and degree of blood loss. If still losing-which is very rare-the bladder may be catheterised now when it is considered to be the cause of continued loss. B.P. recorded every ten minutes and pulse when it becomes perceptible. If B.P. has not risen to 100 systolic or above after11 pints of blood then methedrine 0-25 mg. is given i.v. This raises the B.P. within half to one minute from say 70/60 to 100/70 or 110/70 or 120/70. Briefly the systolic now becomes the diastolic and the pulse pressure rises. The effect on the patient's general condition is usually dramatic. Sometimes an additional i.m. dose of 0 5 mg. is given as well.
Section of Obstetrics and Gynwcology
In those cases requiring methedrine this response usually takes place and is almost always permanent. Fluid (water) by mouth is encouraged. The patient is then anesthetized with pentothal after full cleansing and catheterization. Usual amount required 025 gramme. If placenta still in uterus (most cases) manual removal carried out without any attempt at expression. Amyl nitrate given for cases with contraction ring-not always effective when severe probably because of light anesthesia.
Ergometrine 0-125 mg. given i.v. as placenta is removed. (Hot douche is rarely necessary in these cases and usually no further hemorrhage is encountered.) This is chiefly due to the lightness of the anxesthesia.
Perineum examined and perineorrhaphy performed if required. Blood.-Total amount given: In some cases 2 pints at least sometimes 3 pints. All Group 0 Rh negative. No cross matching performed. The blood testing is reliable and this is not necessary.
Follow-up. On fifth day full blood-count carried out by Blood Transfusion
Service. If hemoglobin is below 50% (rarely) then further blood transfusion is given. (Plasma not given if avoidable now in view of risk, of homologous serum jaundice.)
Dr. Peter Denham, Assistant Master, Rotunda Hospital, Dublin: Fundal control during the third stage, practised in the Rotunda from 1786 and before, and known as the Dublin method, has been abandoned at the Rotunda for almost twenty years.
The normal third stage is now conducted without any such control.
Routine of normal third stage, after spontaneous delivery, uncomplicated breech or low forceps, not involving any long or deep anesthesia and after a labour not unduly prolonged: The patient is delivered in the left lateral position or turned back into it after delivery and remains in that position during the third stage. Her condition is noted now and observed all through by the labour ward Sister. After the cord has been divided and dressed the student midwife returns to the couch to observe the patient's condition and ready to swab down the vulva and perineum using a sponge holder. When the cord lengthens and a gush of blood indicates the separation and expulsion of the placenta into the vagina the Sister may feel the fundus and note the other signs of separation and expulsion. Then a catheter is passed -and the uterus is rubbed up and gentle and intermittent pressure on the fundus expels the placenta and membranes intact from the vagina. After this the uterus is rubbed up every five minutes for the next half-hour and at frequent intervals for the next three hours.
This routine is modified in certain cases: (1) History of previous post-partum ha!morrhage. (2) Operative deliveries that may be associated with damage. (3) After prolonged labours and deep anesthesia. (4) Cases of ante-partum hkmorrhage.
(1) Prophylaxis for those patients who have had a P.P.H. on a previous pregnancy: They are given extra calcium, in the form of osteocalcium two tablets t.i.d., vitamin K one tablet b.d., for the last three weeks of pregnancy. They are admitted at 38 weeks and given 21 grains of quinine daily. That is all, until at delivery we administer 5 units of pituitrin when the head is crowned, and control the fundus in order to be ready for manual removal.
(2) After a difficult and traumatizing delivery, e.g. craniotomy or difficult version, we do not hesitate to perform an immediate manual removal to secure these advantages: (a) Rupture may be diagnosed or excluded, e.g. after a difficult internal version. (b) We are then in a strong position in regard to the administration of oxytocics. (c) The placenta is not going to come down over an incompletely repaired perineum. (d) Later interference will not be necessary, and no second anmsthetic will be required.
(3) Similarly, after a very long labour, e.g. inertia, immediate manual removal is indicated.
(4) The danger of this period to cases of ante-partum hemorrhage is hardly sufficiently stressed. The accidental hemorrhage usually presents no difficulty, the placenta coming away immediately but even the minimum of loss may be enough to turn the scales. The danger in cases of placenta previa is greatly increased as, the placental site being in the non-retractive part of the uterus, there is not the same control of P.P.H. These cases must be given oxytocics and the fundus well and continuously controlled if disaster is to be avoided. I would like to mention that over the last twenty years almost one-half of those who died of placenta pravia died of P.P.H.
The abnormalities that arise at this period are chiefly four: (1) Hemorrhage before delivery of the placenta. (2) Haemorrhage after delivery of the placenta.
(3) Retention of the placenta without hemorrhage. (4) Obstetric shock.
I am deliberately excluding cases of traumatic P.P.H., as they are only due to lack of skill on the part of the attendant, also cases delivered abdominally are in a category of their own.
(1) If haemorrhage is noted without the signs of placental separation we pass a catheter, rub up the fundus, and make an effort to express the placenta by Crede's method gently. If this fails the patient is anaesthetized and the manceuvre is again attempted once. Manual removal is then resorted to without further delay.
We feel strongly that if Crede's method is persisted in it may become a brutal and shocking procedure and that with chemotherapy at even its present level manual removal is not an operation to be feared.
The technique of manual removal needs no description except to say that the hand is always introduced a second time to make sure that no cotyledon has been left behind; and to perform a bi-manual massage. Oxytocics are now given. The uterus always responds to this routine but if it did not plugging would now be resorted to. (This has only been done once in the three years in a case of placenta praevia. In another case, a woman was brought in moribund from hmemorrhage, the placenta had already been delivered and she died ten minutes after admission while being plugged.)
(2) After delivery of the placenta we have always been able to control any hiemorrhage by rubbing up the uterus abdominally and administering oxytocics, except in one case who had a rupture of the vaginal vault and uterus during a spontaneous delivery.
(3) Retention of the placenta. In the absence of hiemorrhage we leave the uterus alone for half an hour, unless there is indication that the placenta has separated or that something is wrong. At the end of that time a catheter is passed, a hand is placed on the abdomen, This often reveals that the placenta is lying in the vagina (where it may well have been for the past twenty minutes if the attendant has not been observant). During this time the operator is quietly observed by Sister to make sure that he is not yielding to temptation and becoming fundus fiddler.
If the placenta is still in utero no cause for alarm is felt. The trolley is prepared for a manual removal and a further period of half an hour is allowed to elapse during which the fundus may be palpated twice, as before, to see that the placenta has not come away in the meantime and that the uterus has not filled up with blood.. . . At. the end of this time an attack may be made on the patient by Crede's method. I deliberately, say "attack"; this shocking manoeuvre often only partly separates the placenta and causes bleeding to start. It is never to be attempted without adequate resuscitation measures being ready and waiting. If the first effort is not crowned with success we may try again under anethesia and then go on to manual removal. Thus we take half an hour to be the normal duration of the third stage, but do not consider anything less than an hour to warrant interference, in the absence of hemorrhage. The injection of saline along the cord is occasionally done, but it only acts in my opinion by giving Nature a little more time to act, and it is only used as a demonstration for teaching purposes.
In the presence of hiemorrhage it is an unjustified waste of time.
(4) Obstetric shock, that is to say unexpected shock coming on an hour or so more after the completion of the third stage, is a condition I have not met. I have seen patients collapse and even die two hours after delivery, particularly bad cases of toxaemic accidental hkmorrhage who responded well to the earlier treatment at the time of delivery, and appeared out of danger only to collapse in this way some two hours later. I have always considered this to be due to neglect on my part in that the restorative measures have been abandoned too early and this secondary shock (Moon) had developed. Also absorption of toxaemic elements from the apoplexy in the uterine muscle has probably a bearing on the causation. The cases reported from time to time are usually due to unrecognized loss, possibly in a patient already anaemic. That there is a special type of shock unassociated with trauma or haemorrhage made for the scourge solely of obstetricians I am very loath to believe.
The results achieved are as follows: Stander in William's "Obstetrics" claims 0-2% but the report of the New York Lying-in Hospital (1939) shows almost three times this with an incidence of inversion of the uterus of 1/4,000, a condition that has not been seen in the Rotunda for at least twenty years.
Mr. G. F. Gibberd: In the management of the third stage of labour, three issues only were discussed, because they were probably the most debatable. Reasons were given for taking the following views: (a) That throughout the third stage of labour the hand should "guard" the fundus of the uterus more or less continuously; (b) that oxytocic drugs should never, in any circumstances, be given before the delivery of the placenta; (c) that, provided that the patient is in suitable surroundings, delay of two hours in the third stage of labour is a proper indication for expression of the placenta by Crede's method.
Mr. Gibberd then continued: For the management of hemorrhage in the third stage of labour in the practice of a midwife acting alone, the routine treatment should not exceed two attempts at expression of the placenta. No one seriously expected a midwife to embark upon the operation of manual removal of the placenta or of bi-manual compression of the uterus without an aniesthetic. There was every reason to believe that such heroic treatment if adopted was more likely to kill the patient than to save her life. It was therefore important to cease advocating a treatment simply for traditional reasons, and more emphasis should be placed upon the importance of the general measures for combating collapse that can be applied while proper assistance is awaited.
There were three reasons, two common, and one extremely rare, for failing to express the placenta by Crede's method. The common reasons were (a) Mechanical difficulty in securing a satisfactory grip of the uterus (e.g. an obese abdomen); and (b) a contraction ring. The rare reason-the speaker himself had not met a casewas a "total" placenta accreta. Cases of "focal" placenta accreta, though not so excessively rare, did not present themselves clinically as cases of "retained placenta", but rather as cases of retained fragments of placenta. If two attempts at Crede's expression fail, the difficulty under (a) will not be lessened, and the difficulty under (b) will be increased by further attempts. However urgent the h-emorrhage may be, no other local treatment should be attempted until an anmsthetist is available and proper preparations have been made for manual exploration of the uterus. One more attempt at expression under anesthesia should be made. If the difficulty was inaccessibility of the uterus, the anesthesia is generally sufficient to overcome the difficulty. If the attempt at expression under anasthesia fails, manual removal of the placenta should be embarked upon immediately. With the exception of "total" placenta accreta and of certain very rare examples of angular pregnancy, there is only one cause of mechanical difficulty in manual removal of the placenta, viz. a contraction ring. This contraction ring may, rarely, be so marked as entirely to defeat attempts at removal of the placenta. More often it causes varying degrees of difficulty on account of its cramping action on the fingers of the hand which is trying to detach the placenta. When one has, with the greatest difficulty, detached and removed a placenta, it is very easy to mistake inaccessibility for so-called "morbid adhesion". I believe "morbid adhesion" is always a mistaken diagnosis.
The placenta may be very difficult to remove, but the difficulty arises, not from undue adherence of the placenta, but from the mechanical disadvantage under which a contraction ring forces anxious fingers to work. I recognize (though I have never personally met) a condition of "total" placenta accreta. There is the physiological condition of "normal adhesion" of the placenta. I am not satisfied that there is any anatomicalbasis, or any sufficient clinical evidence, for postulating any intermediate condition between these two extremes. [February 21, 1947] The Treatment of Tuberculous Salpingitis with Special Reference to X-ray Therapy By ELLIOT PHILIPP, M.R.C.S., L.R.C.P. IT has been suggested to me that it might be of interest to present the results of treatment of tuberculosis of the female genital tract as carried out at the Middlesex Hospital in the past few years.
The diagnosis is not always easy, but there are said to be certain features in tuberculous salpingitis which may help one to arrive at the correct answer. The age-incidence is usually acknowledged to be between 15 and 35 years although it may occur at any age. In this series the youngest patient was 141 years old and the oldest 36 when the condition was first diagnosed. The patient is said often to be a virgin, but 8 of this series of 20 cases were married. There may or may not be signs and symptoms usually associated with tuberculosis, such as night-sweats, loss of weight and evening rise of temperature. Amenorrhcea is sometimes present but menorrhagia is more often a symptom of the condition.
Usually the diagnosis can only be made with certainty at laparotomy: even then it is not always easy and sometimes the pathologist's report from a section of tube, omentum or other tissue removed is the first indication of the true nature of the condition.
